Lived experiences of surviving in-hospital cardiac arrest
Background
Cardiac arrest (CA) claims about 3.7 million lives worldwide each year (1) . CA is generally characterised by the context of the event, that is out-of-hospital cardiac arrest (OHCA) or in-hospital cardiac arrest (IHCA) (2) , with an incidence of IHCA that is usually being estimated to 1-5 per 1000 hospital admissions (3) (4) (5) . Although the pathophysiology is similar for OHCA and IHCA, their underlying causes can be markedly different. Morbidity is commonly higher in patients suffering IHCA, and the CA is frequently due to the heart's response to severe systemic illness rather than being the primary event (6) . Typically, IHCA patients also have more secondary comorbidities and additional acute disease processes, which affect overall health outcomes and recovery (2) . However, survival following IHCA has improved over the past decade, with 13.7% surviving to hospital discharge in the United States in 2000 (7) to 24.7% in 2011 (4) .
Already in the seventies, it was described that the majority of CA survivors suffered from anxiety and that unsatisfactory postresuscitation follow-up care could be part of the problem (8) . More recent literature reviews have confirmed that many patients who survive OHCA suffer from psychological distress (9) and have cognitive impairments (10) but are generally considered to have an acceptable quality of life (11, 12) .
When it comes to qualitative research on CA survivors' experiences, five studies were found in a recent integrative review, of which all focused on OHCA survivors. Research shows that OHCA survivors experience existential insecurity, distress and vulnerability (12) . The survivors focused on their pre-arrest lives and wished to return to the meaningful activities they previously pursued. The survivors found well-being through a sense of coherence and meaning in a changed life, striving to return to life and revaluate life (13) . There were feelings of insecurity, fear and a need for support in striving to regain former life while also shaping a new view on life (14) (15) (16) . During the first year, survivors' daily lives were still influenced by 'being dead' and returning to life. As time passed, they wanted to resume their ordinary lives and hoped for continued lives filled with meaning and joyous activities (17) . In dealing with existential uncertainty, the near-death event sometimes increased the OHCA survivor's ability to live in the present but sometimes also decreased the sense of well-being (18) .
As more people survive IHCA, there is a growing need for knowledge about how the event affects these survivors' continued life. Little is known about IHCA survivors' lived experiences, and to our knowledge, there are no studies in which people narrate their own experiences of surviving IHCA. As studies focusing on IHCA survivors are still lacking, evidence for postresuscitation care has largely been extrapolated from studies on OHCA survivors, without considering potential differences between the groups. For example, there is reason to believe that disparities in aetiologies between OHCA and IHCA make it important to study the groups separately. In order to provide the best care available, studies investigating survivors' experiences of IHCA during their hospital stay, and the time immediately after being discharged from the hospital, are needed. Thus, the aim of this study was to illuminate meanings of lived experiences of surviving an IHCA.
Methods

Design
An explorative design with a qualitative phenomenological hermeneutic method (19) was applied to uncover the lived experience of surviving an IHCA. This method derives from Ricoeur's work on hermeneutical interpretation (20) and Husserl's work on phenomenology (21) . By integrating the phenomenological view of the lifeworld with the interpretation in hermeneutics, the researcher is able to elucidate the essential meaning of people's lived experience through interpretation (22) .
Sampling and recruitment
The participants were recruited from a larger ongoing study from six hospitals in Sweden aiming to investigate health and the need for support among adult CA survivors and their families. Only CA survivors with cardiac aetiology were included. For the present study, the participants were recruited from two of the six hospitals based on logistics and available resources. In total, 18 IHCA survivors (17 men and one woman) were identified as being from those hospitals.
Participants were recruited by purposive selection regarding geographic location within the hospital's catchment area, time since CA, gender and age. The inclusion criteria for participating in the present study were an IHCA experience and being able to communicate in Swedish. Eight potential participants were asked by phone whether they would agree to have the study information sent to them. All eight accepted to receive information. Approximately one week after they had received study information, the participants were contacted by phone for verbal consent to being interviewed. All eight participants, seven men and one woman, who ranged in age from 53 to 99 years (median 71 years), agreed to participate. The participants had experienced their IHCA 1-3 years earlier, with cause of CA being ventricular fibrillation due to acute myocardial infarction in all participants. Most of the participants had their CA at the catherisation laboratory in connection with the primary percutaneous intervention or immediately after the procedure at the cardiac intensive care unit (CICU), while one had the CA when visiting the hospital for other reasons. Appointments were made for the interviews, which took place in a quiet and secluded room decided by the participant.
Data collection
Data were collected through narrative interviews. These followed a short interview guide designed to open up conversations, based on recommendations by Polit and Beck (23) . The interviews took place in January and February 2016. To ensure credibility of the interview guide, two pilot interviews were carried out. Two authors (TD and LS) were present during these interviews, whereas the following six interviews were conducted by the two authors separately. The two pilot interviews did not result in any changes in the interview guide and were therefore included in the study. The interview started with the participants being asked to talk freely about what happened at the time of their CA, the period following their time at the hospital and the time immediately after being discharged from the hospital. Probing questions such as 'Can you tell me more about. . .?' and 'Can you give me an example?' were used to facilitate the participant's narration ( Table 1 ). The interviews were audio-recorded and lasted between 18 and 35 minutes (median 29 minutes).
Ethical considerations
Ethical approval for the study was obtained from the Regional Ethical Review Board in Link€ oping, Sweden (No. 2013/235-31), and was in accordance with the Declaration of Helsinki (24) . The participants signed an informed consent after receiving information both verbally and in writing. They were informed about their right to withdraw from the study at any time without explanation and that they would remain anonymous in the presentation of the findings.
Data analysis
The interviews were transcribed verbatim. The phenomenological hermeneutic method by Lindseth and Norberg (19) consists of three phases: the na€ ıve understanding, structural analysis and a comprehensive understanding with reflections aiming at emphasising the essential meaning of the lived experience. In accordance with the method, all interviews were first read and then re-read several times by two of the authors (TD and LS). In this na€ ıve reading, an understanding of the text as a whole was sought which formed the basis for the structural analysis. During this phase, it was crucial to keep an open mind and 'allow the text to speak', which was facilitated by the authors' critical attitude to data and own pre-understandings. In the second phase, the structural analysis, the text was divided into meaning units through a detailed analytical and interpretive process directed at illuminating meanings of the phenomenon in focus. All authors participated in the structural analysis, which also meant development and alterations of the na€ ıve understanding.
The meaning units were condensed and reflected upon regarding similarities and differences. Initially, the themes consisted of several subthemes, which in some cases overlapped each other. After further condensation, two themes and four subthemes emerged and were reflected upon in relation to the na€ ıve understanding by all authors. The purpose of this reflection was to see whether the themes, subthemes and na€ ıve understanding validated each other. The third step was the comprehensive understanding, a critical, in-depth interpretation that reflected the preunderstanding of the researchers, the na€ ıve reading and the findings from the structural analysis. This understanding was then brought into play with existing knowledge in the comprehensive understanding to gain a more profound meaning of the text. The analysis was validated by a thorough discussion of the findings, preliminary themes and themes between the co-authors. Disagreements were discussed until consensus was reached (19) .
Rigour
The authors' pre-understanding of the phenomenon under investigation is fundamental in the area of phenomenological hermeneutics (25) . All authors had experience of caring for patients during CA and other critical illnesses. The authors' shared experience, together with their pre-understanding and reflexive approach, contributed to the interpretation process, providing perspective and insight into the participants' experience of surviving CA (26) . In the na€ ıve understanding, the authors' tried to handle their pre-understanding by refraining from judgements and conclusions through narrating from the lived experiences. During the structural analysis, the authors tried to view the text as objectively as possible in a process to validate or invalidate the na€ ıve understanding and, hence, also their pre-understanding. In the comprehensive understanding, the authors interpreted the text as a whole out of their pre-understanding, with critical reflection as a tool to become aware of aspects of the pre-understanding (19) .
Guba and Lincoln's (27) framework of trustworthiness in qualitative research was used. By purposive sampling, the authors included people who had survived an IHCA and were willing to share their experience. Together with the use of open-ended questions, that facilitated deepness and richness of the narratives, and the use of quotations representing all participants, credibility was ensured. Readers' judgement of transferability was established by a thorough description of the data collection and the procedure of analysis. By describing the analysis process, the road to conclusion can be followed, thereby strengthening the dependability of the study. Confirmability was strengthened by comparing our findings with other similar studies and by having the results audited by all coauthors.
Findings
Na€ ıve understanding
Surviving IHCA means a change of life itself. Suddenly, past feelings of security and coherence are changed or lost, and well-being is threatened by emotional distress. The life-changing event is present in daily life, despite the time passed, with dealing, acceptance or suppression of new challenges that arise. Surviving means a sudden change to life: learning to manage new situations, striving to live on a daily basis and trying to accept life changes. Survival includes recovery that presupposes a sense of security, adapting to new conditions and finding security in other contexts than previously. The need for recovery is part of what it means to survive, and recovery needs proximity to significant others, especially to specialised healthcare professionals and people who share an experience that life is fragile.
Structural analysis
Surviving IHCA was explained and consisted of the following themes (subthemes): Striving to live in everyday life (Struggling to reach a new identity, Searching for existential wholeness in a fragmented world) and Striving for security (Vulnerability during transition to home, Abandonment at home). Themes are intertwined like meanings are intertwined, constituting a complex whole in the everyday life of the survivor (Fig. 1 ).
Striving to live in everyday life
Struggling to reach a new identity. The struggle to reach a new identity meant an existence between restlessness and a peace of mind, searching for emotional well-being and bodily abilities.
The emotional distress increased after hospital discharge. Feelings of anxiety became more apparent as time went on and care contacts became less frequent. There was a need to constantly keep busy and avoid being caught up in reflection, which paradoxically meant moving forward in life and at the same time suppression of what was too difficult to deal with for the moment. The road to a new identity was neither simple nor straight, but rather difficult and winding, which was confusing: 'There was too little going on in my head [. . .] and then I get stuck in this difficult thought'.
Surviving also meant feelings of just having to live with the experience of being resuscitated and the changed life it entailed. This meant having to accept and adjust to the new identity and life, which sometimes could have a character of bitterness when past coherence, abilities and roles were changed or lost. Things that used to bring joy and meaning to life were no longer possible: 'I miss my old colleagues, but I have to live with it'.
Surviving meant that everyday existence was primary and essential. Priority changes meant that things that used to be important no longer seemed that important. However, the identity was not only formed by new insights but also by necessary changes due to the CA. One survivor described this change as significant but manageable:
So, from not taking any medications I now take eight in the morning and one in the evening. Before, I didn't take an Aspirin even, so it's a big change of course. But it works, I just have to get used to it. Surviving meant a new and different focus on bodily and physical aspect based on altered or impaired abilities. The body was not like before the CA and now had limitations due to diminished capacity. This implied new physical and bodily experiences also affecting the personal identity, which was not always easy to accept and adjust to. Ways of finding physical and psychological strength meant resistance to accept the new identity by seeking support from-and be able to identify withother patients with similar experiences. In the search for strength, it was important to find coherence and confirmation and not only to regain lost physical abilities:
'Really good, this thing with the work-out and stuff. Incredibly good, not only because you work out, but the group mentality with discussions and such'.
Searching for existential wholeness in a fragmented world. The search for existential wholeness meant a quest for understanding and explanation of the fragmented CA event and its existential consequences. Surviving meant dealing with both memory loss and adverse memories, such as seeing oneself dead or looking at oneself outside one's own body. The memories were often fragmental: 'It's like pulling photographs from a photo album [. . .] I just remembered certain sequences'. These short, fragmented and adverse memories were frightening and difficult to let go of and at the same time raised a need for interpretation, trying to get answers to queries and create an overall picture. This quest was expressed briefly and concisely by a survivor: 'Because there's a gap that must be filled'.
Still, new memories appeared long time after the CA. Trying to remember and joining together the fragmented memories sometimes meant being caught up in brooding, hindering oneself to move forward and live an everyday life. Thoughts on whether the CA could have been prevented or being at the right place at the right time led to brooding, but also gratitude. Repeatedly questioning about reasons why the CA occurred meant having to struggle with existential thoughts about life and death and the possible role of the fate. These thoughts were still burdensome long after the event. The questioning aroused feelings of anger towards heredity for heart disease, and thoughts about a previously unhealthy lifestyle or a healthy living were reflected in the light of the threat of life.
'I said to the doctor that I have been living healthy for no reason [. . .] because those who are fat and smoke, hell they don't get a heart attack'. Others were more pragmatic, however, with an undertone of resignation, about death and mortality, as expressed by one survivor: 'If it happens it happens. You can't do anything about it'. Hence, the search for existential wholeness in a fragmented world was made through the reassembly of fragmented, recurring and new memories, through the handling of guilt, and the acceptance of uncontrollable circumstances in the past.
Striving for security
Vulnerability during transition to home. The transition from hospital to home meant a transition from care and protection to uncertainty and vulnerability.
The discharge from hospital to home was a crucial and fragile stage. Surviving to discharge meant a transition from treatment by highly specialised care to becoming a part of the regular healthcare system where specific needs risked being overlooked. Narrations of feeling safe at the hospital and the CICU as 'the safest place in the world' were different expressions of uncertainty that would follow hospital care. Being surrounded by healthcare professionals day and night and having bodily functions closely monitored promoted feelings of security. The shift to a regular ward and the subsequent discharge from the hospital to home meant that feelings of being safe were decreased.
Healthcare responsibilities appeared to be ended at hospital discharge: 'As soon as they had done what they could in the hospital, there was nothing but to go home'. Sometimes, the transition was adversely affected by disrespectful treatment by healthcare professionals and a lack of sensitivity and attention to the survivor's needs. For some, access to homecare service after hospital discharge contributed to feelings of security at home: 'I were ill when I got home, but I felt safe because the nurses came home to me'. For others, security and a sense of belonging were found in the company of other persons who had survived CA: 'You met others that had experienced similar things and that was nice, and it was helpful talking to each other'.
However, the sense of security was fragile and could easily be disturbed when homecare routines changed or when support from family and friends failed. The feeling of being vulnerable was intertwined with isolation, loneliness and limitations.
Abandonment at home
Coming home after hospital discharge meant feelings of abandonment, which called for a search for security and belonging, away from isolation and loneliness.
Surviving and returning to home meant increased anxiety, for example being afraid to go to bed, experience the darkness frightening and feelings of hopelessness. Wondering whether the heart would stop beating or if symptoms could be interpreted as something was wrong became a hindrance to living in the present. One survivor expressed how easy he was reminded of the CA and how fragile the recovery was:
I couldn't go to bed alone, I panicked, is my heart still beating? If I woke up at night and my spouse was sleeping I had to wake her up. I needed contact because I felt so lonely, during those times I was so terribly lonely. Lacking sensitivity and attention from healthcare professionals sometimes left survivors feeling abandoned by the healthcare system, affecting them at home and for a long time after being discharged. One survivor felt shortcomings in nursing care:
Nine out of ten are great, you see, regarding empathy and such. But then there are the other ones who destroy that feeling a bit. It's a pity now that I think about it. There was a sense of insecurity after being discharged, feeling involuntarily alone. A feeling of 'being one of the crowd' and being abandoned by the healthcare system left survivors to manage the new life situation alone without sufficient support from healthcare professionals.
Comprehensive understanding
Surviving IHCA meant struggling to reach a new identity and searching for existential wholeness in a fragmented world to enable an everyday life. Experiencing the time after the CA meant vulnerability during transition to home and abandonment at home, implying that the sense of security was threatened.
Having survived IHCA meant moving to a life with yet another chronic condition, expressed as a substantial life change that seems more than recovery after illness. Therefore, the concept of transition is used to interpret the results. The hospital-to-home transition could be seen as risky but also as an ongoing existential transition, from security and belonging to uncertainty and vulnerability and vice versa. According to Chick and Meleis (27) , transition can be defined as a process containing three phases, involving both the person and the person environment. The phases move from the event that placed the person in a new situation and ends with final acceptance (27) . The findings in this study show that the participants underwent different transition phases. There was also a difference in the amount of time spent in each phase. Feeling safe at the CICU was important, and the transition to a ward was in some ways difficult. Relocation stress is a well-documented problem, and the findings in the present study comply well with the findings in the literature review by Cullinane and Plowright (28) . They concluded that patients and families often feel safe in the intensive care unit (ICU) with healthcare professionals surrounding them around the clock, whereas being transferred to the ward is often dominated by feelings of abandonment and vulnerability. Furthermore, the hospital-to-home transition is also associated with difficulties. In the present study, participants expressed feelings of being abandoned and suddenly having to cope on their own. The hospital-tohome transition is a known risk for patients being exposed to adverse events and a discontinuity in care. A lack of follow-up or inadequate communication between inpatient and outpatient care providers may aggravate the patient's process of transitioning to everyday life (29) . In the present study, participants were not always abandoned as some had opportunities to ask questions during follow-up care. However, this follow-up did not address existential or other issues that worried the survivor, even though it is well-known that people experiencing critical illness, such as surviving an IHCA, are at risk of developing psychological problems, with depression, anxiety and sleeping difficulties (9, 10) . As our findings show how the survivors strive for security in a fragile recovery process, it seems important that the process is not disturbed by shortcomings in the transition between healthcare units and posthospital follow-up support.
In an observational study by Klemenc-Ketis (30), it was concluded that people surviving an OHCA do not experience extensive life changes but rather moderate changes regarding social components. Still, KlemencKetis argued that due to the considerable life changes that CA survivors undergo, healthcare professionals should take into consideration the need for support in the post-CA process (30) . The present study revealed feelings of resignation and hopelessness and not being able to live an everyday life regarding physical activity, while fear of having another CA led to isolation. In a study by Mohammadi et al., being hopeful was found to be important for patients who had undergone coronary artery bypass graft surgery. Their hope for a longer life increased when they experienced improvements in physical and mental status. The patient's family and their encouragement constituted the strongest motivation for looking forward and feeling hope (31). Schaufel, Nordrehaug and Malterud stated that feelings of hope could help patients surviving CA to cope with and diminish existential distress. The process of hoping could, however, be disturbed by relationships with family, friends and healthcare professionals. Hope cannot be 'given' in the sense of 'giver' and 'receiver', because hope and hoping are an active, dynamic state of existential coping that can be regarded as work done by the patient (32) . In the present study, surviving an IHCA and returning to home meant increased feelings of hopelessness, which may hinder the process towards both physical and psychological recovery. Although the existential coping must be done by the patient, there is reason to believe that the sense of hope can be positively affected if vulnerability and abandonment after hospital discharge can be reduced through follow-up measures by healthcare professionals and family support.
Surviving an IHCA also meant having to accept a new identity with reduced physical capacity, being dependent on medication to keep the body under control. Striving to take command and returning to everyday life meant an existence between restlessness and a peace of mind, having to accept the impossibility of returning to the life prior to the CA. Having to accept a life with impaired capability and committing to the new identity were a challenge often connected with a sudden awareness of vulnerability. This finding corresponds with Bremer et al. (13) who concluded that this vulnerability changed bodily functions, and the need to live an everyday life results in existential insecurity. The findings in the present study are also supported by findings by Forslund et al. (14) , who concluded that the survivors experienced a changed view of their own bodies. In the present study, seven out of eight participants were males in their sixties or older. Previous studies have shown that gender roles and masculinity could affect the patient's way of dealing with illness, both before and after the event (33, 34) . The male participants in this study expressed a need to constantly keep busy as a way of suppressing painful thoughts and keep up appearances. They used to be active and more or less healthy. To suddenly live a life of increased suffering, medication and worries about their bodily function, resulting in dependability and a limited life, can be seen as having wounded the patient's masculinity. The male participants seemed to find it easier to talk about the physical aspects of surviving than emotional aspects, which is coherent with a study by Robertson et al. (35) . At the same time, the emotional and existential aspects of life after the IHCA are highlighted by the survivors in our study, although they may not feel comfortable talking about this.
Surviving an IHCA also meant a search for existential wholeness through a quest for understanding and explanation of the fragmented event and its existential consequences, which can affect a person in different ways. In the present study, it meant limiting one's life due to the risk of having another CA, but also to value being a survivor. In a previous study, this changed view on life was described as a feeling of gratitude and giving attention to opportunities and positive aspects of life (15) . There are several studies regarding patients surviving critical illness in the ICU. What those critical illness survivors and CA survivors have in common is that all of them have been really close to death (13) (14) (15) (16) (17) (18) . These studies have illuminated that critical illness survivors-such as the participants in the present study-struggle with emotional reactions associated with not having a coherent picture of what happened to them (13) (14) (15) (16) (17) (18) . As many as 74% of those surviving critical illness have symptoms of depression, and those who have experienced an acute illness are the ones worst stricken by depression, anxiety and posttraumatic stress disorder (37) . The time and resources needed by each patient to process delusional memories seem to be unclear. However, it has been confirmed that critical illness survivors struggle with unpleasant memories during intensive care and after discharge. Olsen et al. found that patients often experienced intensive care as unreal and strange while the recovery period was a normalisation of the abnormal, for example by lowering their standards of 'good health' (38) .
The present study indicates that IHCA survivors' experiences are similar to those in previous studies focusing on OHCA survivors (13) (14) (15) (16) (17) (18) . Therefore, it seems that the context of the CA is not crucial for the survivors' need of support after the CA. Structured post-CA care seems to be necessary to meet the CA survivors' needs, independent of context (39) .
Limitations
This study has some limitations. First, when performing a phenomenological hermeneutic interpretation, identification of a single fundamental truth is not expected, but an argued truth about the essential meaning of being in the lifeworld. Therefore, the findings cannot be transferred to the whole population of IHCA survivors, but rather give an insight and understanding of the phenomenon. More specifically, the findings might be transferred to predominantly older male patients surviving IHCA due to acute myocardial infarction. However, we have tried to provide sufficient descriptive data so that readers could evaluate transferability of the findings to own contexts. Finally, the length of interviews was relatively short, which may have limited the narrative approach and thus the depth and extent of the experience.
Conclusion
Surviving means having to relate to a new identity, pending between denial and acceptance, and feeling ambivalent towards this identity. The longing for an everyday life is a road that is paved with having to cope with lowered capacity, being afraid of having another CA and becoming aware of one's mortality. Caring approaches from healthcare professionals influence the ability to cope and move on with the hospital-to-home transition. Still, there is a need for security after discharge. If healthcare does not succeed in reducing the patient' sense of vulnerability and abandonment to provide security until the patients can do so on their own, the recovery process can be hindered. Future studies need to investigate how the healthcare system can provide this security in order to achieve the best possible support to IHCA survivors. Furthermore, as health in people surviving an IHCA probably affects the family, it is important to also include family members in the follow-up process and thus promote a holistic approach to post-CA care and follow-up.
